S ince the publication of the seminal text 2 decades ago, 1 motivational interviewing (MI) has seen a steady rise in popularity in the behavioural health community. In 2 decades, it has grown from a treatment that was focused solely on unmotivated substance abusers to a mainstream behavioural intervention adapted for various health-related and psychiatric problems. Information from dissemination theory 2 indicates that MI is relatively early in the adoption curve, so we can expect that it will continue to be a vital area of research and clinical practice for some time to come.
The rising tide of MI dissemination and adaptation proceeds, in many ways, without critical science to allow its thoughtful and prudent use. For example, there is no answer in sight concerning the question of what problem is not amenable to MI. If MI is indeed an efficacious behavioural intervention (as opposed to a panacea or placebo) it must surely have some boundaries to its effectiveness, yet what are they? The current state of the research base shows that this treatment works moderately well for almost every problem area in which it is applied, and also that there is often no difference between MI and other treatments. 3 How then does the well-intentioned clinician make plans to use, or set aside, this method? The 2 In Review articles 4, 5 in this issue will help the reader to answer this question by examining both the available research within a specific area (adolescents and psychiatric disorders) and the advantages and limitations inherent in applying MI outside its original domain of substance abuse.
One theme that recurs when MI grows away from the substance abuse problems that were its home is the question of whether client ambivalence is a necessary condition for using MI, and if so, how much ambivalence must be present to begin. Formal MI theory assigns client ambivalence a central role in facilitating motivation for change. 6 Interviewers are seen as eliciting rather than creating motivation, which instead arises from the resolution of ambivalence. But what happens when the client is genuinely unconcerned about changing and seeks treatment only to avoid aversive consequences? What if clients have very little ambivalence about self-destructive behaviours? How far can a treatment that was developed within a collaborative, humanistic psychotherapeutic context be adapted to situations where the client views him or herself as being manipulated into making a change that is not one they would ever likely choose? This issue is particularly relevant to psychiatric populations where ambivalence may represent a core characteristic of the disorder, such as schizophrenia or borderline personality disorder. It is reasonable to ask what results we might expect when selecting a treatment with the explicit goal of enhancing and enlarging ambivalence for a population in whom ambivalence is a chronic and enduring feature of their inner life. Similarly, how do we expect that MI will work with adolescents who often show very little ambivalence about the problems that bring them to the attention of concerned others? The In Review articles 4,5 deal directly with this issue by presenting the research showing that MI is indeed effective, both for clients with severe mental illness and for adolescents. Both articles 4, 5 offer hints about the ways that MI must be tailored for these groups, and readers will find especially helpful the hands-on and practical examples, including dialogue, of how to approach adolescents using an MI framework.
A second theme in the current zeitgeist of MI is how to integrate it with other treatments. MI is now commonly married with cognitive-behavioural therapy (CBT) for various problems, and indeed almost never occurs as a stand-alone intervention outside the substance abuse treatment arena. The question of how MI can be combined with CBT necessarily requires us to consider how MI works, and whether it may carry intentions that are not compatible with other approaches. 7 For example, within an MI framework, the therapist declines an expert role. Advice and information are given quite sparingly and then only when they will not evoke client resistance. For example, how is a clinician to blend this approach with a standard CBT for obsessive-compulsive disorders, which carries a high degree of structure, skills-building, and teaching? Does it make sense to tell clients that they have the answer to their problems within them at the same time as they are instructed on how to build very specific skills to manage their feelings and behaviours? The article by Dr Henny A Westra and colleagues 4 responds specifically to these questions by examining the manner in which MI is combined for treating eating disorders, depression, and anxiety, usually in combination with skills-building approaches. Research supporting the integration of MI is presented, as well as noting some of the questions that remain.
A third theme relevant to the current knowledge base in MI concerns its hypothesized active ingredients, specifically the relational and technical components of this intervention. From its inception, MI has focused on the relationship between the clinician and the client as a critical ingredient of the treatment, consistent with the client-centred foundation on which it rests. Similarly, the idea that clients may talk themselves into changing was part of the earliest formulation of MI, 8 but has now grown to be a prominent feature of the theory underlying this method. 6 If it is true that ambivalent clients decide what they really believe and want to do on the fly as they hear themselves talking about it during a treatment session, then care must be taken to ensure that certain kinds of things are more likely to be spoken by the client than others. Indeed, this shaping of client language (and experience) within an MI session is becoming more and more sophisticated as the research to support this hypothesis grows. Both of the In Review articles 4,5 touch on the question of the active ingredients of MI as well as raise interesting questions about how those active elements may be tailored to psychiatric and adolescent populations.
Finally, any discussion of the major issues surrounding the dissemination and implementation of MI today must focus on treatment integrity. It is no hyperbole to say that accurately defining and measuring this method in a reliable and valid fashion is the Achilles heel that vexes well-meaning clinicians and researchers who wish to test the limits of its usefulness. What is touted as MI is often in fact 1) client-centred psychotherapy, 2) education with empathy, or 3) what the clinician was already doing anyway. Empirically supported integrity measures, even those that correlate with client outcomes, offer an anemic view of this richly textured psychological intervention. 9 Even so, this kind of evaluation of treatment sessions with an objective behavioural rating system will show that clinicians often overrate their competence in this approach. 10, 11 Both of the In Review articles 4,5 address this point directly, offering recommendations for fidelity processes that would lend greater confidence in ascribing praise or criticism to this clinical approach.
Questions concerning the active ingredients, fidelity measurement, and limits of effectiveness for MI are ongoing. The 2 articles 4,5 that follow will provide a solid foundation for understanding how these questions are currently being addressed with 2 large and heterogeneous treatment populations. They will serve to prepare the reader well for understanding this terrain.
